TRANSACTIONS OF THE PHILADELPHIA 
ACADEMY OF SURGERY. 


Stated Meeting, March 3, 1902. 

The President, Richard H. Harte, M.D., in the Chair. 


FRACTURE OF THE PATELLA TREATED BY 
WIRING. 

Dr. W. L. Rodman presented a man, forty years of age, 
who had sustained a fracture of the patella ten weeks ago. The 
patella was wired simply by placing the wire through the fibro- 
aponeurotic covering of the bone instead of drilling the bone. 
The joint was found to be full of blood-clots. It was thoroughly 
irrigated with normal salt solution and the wire introduced 
through the periosteum covering the fragments, which were 
widely separated and turned down, so that good results would 
have been impossible by non-operative treatment. Recovery was 
uneventful, and the temperature was never more than 99.5 0 F. 
There had been no resentment in the joint. As a precaution to 
prevent refracture of the bone, he is wearing an apparatus at the 
present time. Wiring was done two days after fracture. 

Dr. H. R. Wharton expressed the opinion that there was 
not bony union between the fragments. He thought, however, 
the result would be a very good one, and the separation of the 
fragments would be limited by the presence of the wire. He had 
never used the silver wire in the aponeurotic structures, but 
rather favored the method of Stimson, of bringing the aponeu¬ 
rotic structures together with catgut and then closing the wound 
as Dr. Rodman had done. He thought the question of wiring 
the patella was still on trial. He saw very excellent results by 
the older methods of treatment, by simply fixing with posterior 
splints, compresses, and adhesive strips. Either this method of 
wiring the bone or suturing the aponeurotic structures with 
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catgut is better than Barker’s method, which consists of passing 
a heavy silk suture around the patella. The latter method leaves 
a foreign body in the knee-joint, and does not get rid of blood- 
clots or inverted or torn aponeurotic tissues which may be 
inverted between the edges of the bone. 

Dr. John H. Gibbon favored the semicircular incision for 
turning up a flap to expose the patella. 

Dr. De Forest Willard recently had an unfortunate experi¬ 
ence. The man had suffered a simultaneous fracture of both 
patellse from muscular action. The fragments were encircled 
subcutaneously by loops of silk, and drawn closely together. The 
case progressed without the slightest evidence of joint infection. 
He let him up at the ninth week with apparently good union. 
The second day, while on his crutches, he slipped, and in endeav¬ 
oring to catch himself pulled the fragments in each patella half 
an inch apart. He remembered another case in which he did not 
wire; and yet there seemed to be boriy union,—the skiagraph 
also showed complete union,-—and yet the man on using the limb 
pulled the fragments half an inch apart. 

Dr. Rodman said that he had used the curved incision in 
his previous operations on the patella. Like Dr. Wharton, he 
much preferred the direct suture rather than the subcuta¬ 
neous suture of Barker and others. There is certainly less dan¬ 
ger of infection and better results are to be procured. As to the 
statement of Dr. Wharton regarding ligamentous union, he did 
not think there was motion. He did think union was pretty 
close; certainly closer than it would have been without direct 
suture. Wiring fractured patellae is possibly still sub judice. 
It was his conviction that in good subjects who are to lead an 
active life, it should be given the preference over other and less 
satisfactory methods of treatment. He had had no bad results. 

FRACTURE OF THE CLAVICLE ASSOCIATED WITH 
ANEURISM OF THE SUBCLAVIAN ARTERY. 

Dr. R. H. Harte presented a fracture of the clavicle asso¬ 
ciated with aneurism of the subclavian artery. The history of 
the case is briefly as follows: The patient about a year ago noticed 
at the root of his neck a large swelling, which was pulsating and 
of considerable size. He did not seek any medical advice for its 
relief. While descending a flight of stairs he tripped and fell, 
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striking on his shoulder and breaking his clavicle, and when 
admitted to the Episcopal Hospital in November last, the speaker 
found a large pulsating expansile mass corresponding to the posi¬ 
tion of the subclavian artery, and directly over that, and lost to 
a certain extent in the surrounding swelling, were the two ends of 
a fractured clavicle. On auscultation all physical signs of an aneu¬ 
rism were evident. Shortly after admission there was consider¬ 
able ecchymosis around the seat of injury, and the pulsation and 
bruit, with a well-marked radial pulse, still continued. In about 
four days after the receipt of the injury attention was called to 
the fact that the pulsation had entirely ceased in the region of the 
injury, and it was found that this was correct, leading to the belief 
that a clot had formed, which was apparent by the increased 
density of the tumor. The patient was kept absolutely at rest in 
bed, and no attempt was made to apply any surgical dressing to 
correct the deformity in the clavicle other than to keep him on 
his back with a small sand bag resting on his shoulder. All evi¬ 
dences of pulsation now have disappeared, leaving only a clavicle 
united with some deformity. The speaker was inclined to regard 
this as a case of aneurism which had been cured in some way by 
the traumatism received. 

OLD DISLOCATION OF THE SHOULDER. 

Dr. Harte also presented a man of seventy-three years, who 
had presented himself at the Pennsylvania Hospital a few weeks 
ago with all the characteristic signs of an old subcoracoid disloca¬ 
tion. He felt quite positive that it would be impossible to reduce 
it without doing damage to either the bone or more particularly to 
some of the important blood-vessels or nerve-trunks. He there¬ 
fore did a resection of the entire head of the bone by splitting the 
deltoid. The patient at no time complained of any discomfort, 
and in a week was up and around the ward with the wound 
entirely healed. He had been always strongly of the feeling that 
this is much the safer way of dealing with old dislocations of 
the head of the humerus, rather than attempting to resort to 
force in correcting the deformity, which is always accompanied 
with a certain amount of risk, especially in old people. The 
results that he had obtained by excising the head of the bone had 
been much more satisfactory, and the function of the joint is 
restored much quicker than if the head of the bone is forcibly 
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replaced and retained for a long time in an apparatus to insure 
its remaining in its normal articulating surface. 

Dr. O. H. Allis agreed with Dr. Harte that efforts to reduce 
old dislocations, even if the head is placed in the better position, 
often result in ankylosis and a useless and painful joint. In this 
instance, the man’s arm will be getting better and better and the 
flail-motion in the shoulder-joint become, under proper exercise, 
gradually more accurate. 

Dr. John H. Gibbon spoke of the danger resulting from 
attempts at reduction in these old luxations. He had broken the 
humerus by attempting to reduce it by the Kocher method. He 
had seen two other fractures of the humerus by attempts at re¬ 
duction. All the cases were of long standing. This method 
works all right in fresh dislocations, but in old dislocations is 
apt to produce a fracture. 

LIVER ABSCESS, PROBABLY OF AMCEBIC 
ORIGIN. 

Dr. John H. Gibbon presented a man who four and a half 
years ago went to South Africa and followed the occupation of 
peddler. After a residence there of two years, he developed a 
form of diarrhoea which he said was very prevalent at that time 
among the foreigners. It was characterized by frequent and 
bloody stools, loss of flesh, very little pain, and no loss of appe¬ 
tite. At the end of three years he determined to leave South 
Africa, and began to improve as soon as he set sail. This im¬ 
provement continued after his arrival in this country until about 
three months before admission to the hospital, the latter part of 
September, 1901, when he suffered from a return of bloody 
stools, and was treated in the medical dispensary of the Poly¬ 
clinic Hospital by Dr. Cohen. Under treatment the blood entirely 
disappeared from the stools and the patient improved in health. 
About a year before coming to the hospital he noticed a swelling 
in the upper portion of the right side of the abdomen, which has 
continued to gradually enlarge. During his attendance at the 
dispensary his stools were repeatedly examined for the amoebae, 
but none were found. At the time of admission it was found 
that the patient’s liver was enormously enlarged, particularly the 
anterior portion; so much so, in fact, that the lower ribs were 
displaced upward. The patient’s temperature was below ioo° F.; 
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his pulse was not rapid; he suffered from no localized pain, had 
no sweats, and complained of little discomfort. The leucocyte 
count was about 10,000. At this time it was thought that crepi¬ 
tation could be felt over the tumor. The patient stated that 
before coming to the hospital a doctor had introduced a needle and 
withdrawn some brown fluid. Dr. Gibbon made an incision into 
the abdomen over the most prominent part of the tumor, which 
was at the costal border on a level with the tenth rib. When the 
peritoneum was opened, he found the liver extending nearly 
down to the crest of the ileum and very generally enlarged. 
There was, however, at the point of greatest prominence a sense 
of fluctuation, and into this portion he introduced an aspirating- 
needle, withdrawing a very thick, dark pus. There were no 
adhesions between the liver and the intestines or the omentum. 
The upper surface of the liver, however, was slightly adherent 
over the point of fluctuation to the diaphragm. The opening into 
the liver made by the needle was enlarged by means of the Paque- 
lin cautery until a large-sized glass drainage tube could be intro¬ 
duced. Through this tube there flowed an enormous quantity of 
very thick, dark pus. The exact quantity he was unable to esti¬ 
mate because of the necessity for constant irrigation with salt 
solution in order to protect the peritoneal cavity, which had 
before puncture been walled off with abdominal pads. The quan¬ 
tity of pus, however, exceeded the largest quantity that he had 
ever seen removed from the pleural cavity. As the liver con¬ 
tracted, he saw that he would be unable to drain the abscess 
through the incision which he had made, and found it necessary 
to make another incision at right angles to the first and running 
backward towards the loin. Through the lower angle of this 
transverse incision he was able to establish very satisfactory 
drainage by means of a rubber tube and gauze packing. This 
operation was done in the early part of October. The patient 
improved rapidly after the operation, the amount of drainage 
gradually growing less until about two weeks ago, when it ceased 
entirely. The contraction of the liver was at first slow, but lately 
has been very rapid, until now it has reached about its normal 
size. The wound is entirely healed, and the patient suffers no 
discomfort. The pus was examined for the amoeba, but the ex¬ 
amination was negative. He was sorry that he did not scrape the 
abscess wall, because often the amoebae can be found in the 
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scrapings when they are not found in the pus itself. During 
the man’s stay in the hospital his stools were also frequently 
examined for amoebae, but on each occasion with a negative result. 
The diagnosis in this case was somewhat obscure; and, although 
the speaker had carefully weighed the question of liver abscess, 
he rather inclined to the view that the condition was a suppu¬ 
rating hydatid cyst. The patient’s history of long-standing diar¬ 
rhoea accompanied by blood in the stools becoming better and 
worse alternately was in favor of abscess; but, on the other hand, 
the long duration of the swelling (more than a year), the absence 
of all symptoms of pus, and the absence of amoebae in the stools, 
together with the fact that occasionally crepitation was heard 
over the growth, led him to believe that he would find upon open¬ 
ing the abdomen an hydatid cyst. The discharge in the abscess 
cavity was carefully examined for hooklets, but none were found. 
The patient has now returned to his work, feels perfectly well, 
and has gained a great deal in weight. 

SURGERY OF THE KIDNEY. 

Dr. John B. Deaver read a paper with the above title, for 
which see page 87. 

Dr. J. Chalmers Da Costa was in accord with Dr. Deaver’s 
view that stitches should not be put in the kidney. He believed 
stitches to be inadequate and dangerous. In making an attempt 
on one occasion to find out how much resistance there is in the 
kidney structure, he found that the stitch would tear with the 
very slighest traction. Any stitch that goes through the kidney 
substance must be loose before the wound in the skin has been 
closed. 

He was in favor of the gauze-packing, and had used it 
habitually for a number of months. He had had an opportunity 
a few months ago to open the abdomen of a patient on whom this 
operation had been done. He had operated on the man a year 
before for a dislocated kidney. The kidney was replaced and 
gauze was used. The abdomen was opened because of another 
trouble, and it was found possible to palpate the kidney, and he 
was gratified with the fixation. He had lost a case from uraemia 
in which there was apparently no kidney disease antecedent, in 
which there was no complication, and in which the operation was 
completed as rapidly as usual. It raises the question as to 
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whether these operations are quite as safe as we previously 
thought they were. 

Dr. W. L. Rodman was fully in accord with the position 
taken by Dr. Deaver and subsequently reinforced by Dr. Da 
Costa. He had had no untoward result in the gauze-packing oper¬ 
ation, and had been gratified, in the majority of instances, to see 
that the removal of the gauze packing was not so painful as many 
have claimed. One advantage of the Senn operation is that the 
work is done from behind. The kidney substance is not inter¬ 
fered with; there is no danger of extravasation, and there is a 
firm cicatricial band which adequately holds the kidney in posi¬ 
tion. 

Dr. H. R. Wharton, in speaking of pyonephrosis, said that 
his experience had been that in a large proportion of cases the 
kidney is converted into a large pus-tumor with firm adhesions, 
and that there is a certain amount of danger in removing it at a 
primary operation. He had lost a case of this kind a few years 
ago from haemorrhage in removing such a kidney; and since 
that time he had followed the plan of Weir, who strongly advo¬ 
cates first drainage, and then, in a week or ten days, enlarging 
the wound and doing a nephrectomy. By drainage the tumor 
shrinks, and the operation is done with less difficulty. As a 
matter of safety, it should be considered in nephrectomy for 
pyonephrosis. 

Dr. Richard H. Harte was convinced that the X-ray in 
renal surgery and in other conditions is a Will-o’-the-wisp which 
is liable to lead many astray. He did not wish to state that it is 
of no service at all; but it is dangerous to depend too much upon 
it before making a diagnosis. He had seen many mistakes made 
where too much confidence had been placed upon its shadows for 
the diagnosis of renal calculi or other conditions. He felt that 
the anterior incision is a poor way to attack the kidney, and is 
very often accompanied with a great deal of risk. In regard to 
the fixation of the kidney, he had tried a number of methods,— 
the so-called Senn by packing, and also the Edebohls’s operation. 
They all are open to certain defects. Feeling that possibly some 
other method might be devised for retaining the kidney in posi¬ 
tion, he had tried to support the kidney in a small basket made of 
chromicized gut, after the kidney had been exposed, and then 
closing the wound with this network of catgut supporting the 
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kidney in relation with the posterior abdominal wall. This en¬ 
abled him to close the wound, and at the same time to retain the 
kidney in its normal position. It may be said that with this 
method of procedure Undue pressure may be made upon certain 
portions of the kidney and cause ulceration; but of course this 
has to be carefully guarded against by the amount of pressure in 
tying the sutures which form the net-work or cradle in which 
the kidney is supported. The results that he had obtained by this 
method of treatment were quite satisfactory; but he did not know 
that they were any better than had been obtained by the so-called 
Senn operation, except that it relieves the patient of a good deal 
of pain when the gauze has to be removed. It has, however, the 
advantage that the wound can be permanently closed, and that 
there is little chance for the kidney to slip away and assume a 
false position. 

Dr. Deaver agreed with Dr. Da Costa’s point relative to the 
suture cutting out of the kidney. He did not know that he had 
really modified Senn’s operation. He practised delivery of the 
kidney and stripping off the fatty capsule. In the Senn opera¬ 
tion only the posterior portion of the fatty capsule is cut away, 
the anterior part being pushed into the wound. In the Edebohls’s 
operation the entire fatty capsule is cut away. In the speaker’s 
opinion, the kidney being delivered on the surface of the back, a 
piece of gauze is placed under either pole. This piece of gauze 
comes in contact with the pelvis of the ureter. Pieces of gauze 
are then packed around the kidney. 

OSTEOPLASTIC REDUCTION OF THE SKULL BY. 
MEANS OF A NEW TREPHINE. 

Dr. John Chalmers Da Costa read a paper with the above 
title, for which see page 76. 

Dr. William J. Taylor was firmly convinced that the ordi¬ 
nary use of the chisel and mallet increases very materially the 
dangers in making these large flaps. The continual hammering 
increases the shock, and he was sure that any method which will 
relieve this is a distinct gain. 

He now had a dental engine with which he was practising 
on skulls. He found that the oftener he used it the greater dex¬ 
terity he acquired. No one should ever use a dental engine unless 
they have worked considerably on the dead body with it. He had 
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seen one case die from the use of the dental engine, entirely from 
faulty technique. 

VAGINAL HYSTERECTOMY FOLLOWED BY DRY 
GANGRENE OF THE RIGHT FOREARM. 

Dr. William J. Taylor reported a complication which had 
occurred in a case of vaginal hysterectomy, and which he had 
never before seen. The patient was a woman, aged fifty-nine 
years, sent by Dr. S. Mason McCollin, who entered the Ortho¬ 
paedic Hospital on November 21, 1901, for the relief of a com¬ 
plete prolapsus of the uterus, associated with a badly lacerated 
perineum. 

Physical examination showed her heart-sounds muffled, 
slightly accentuated second sound. The lungs normal. The 
urine showed the presence of a small amount of albumen, but no 
casts and no sugar. There was a very slight oedema of the lower 
extremities. 

She was kept in bed, the uterus replaced with tampon, and 
hot-water douches given for nearly a week (until December 4), 
when vaginal hysterectomy was performed. This was only diffi¬ 
cult owing to the small size of the pelvis, it being impossible to 
get three fingers into the bony outlet. The uterus was separated 
easily from the bladder and rectum and the vessels ligated with 
silk, there being no occasion for the use of clamps. 

Everything went on very well until the ninth day, when she 
had a sudden fall of temperature to subnormal, with rapid pulse 
and enlarged abdomen. This suggested some form of internal 
haemorrhage. In a short time she reacted, but for some days 
there was distention of the abdomen and great tenderness, and 
evidently a local infection. Soon a foul-smelling discharge came 
from the vagina as an evidence of it. At the time of operation, 
the speaker could detect that the right ovary was somewhat en¬ 
larged and possibly cystic, but her abdomen was so fat and the 
pelvic outlet so small that it was impossible for him to make a 
satisfactory examination, and it is, therefore, a surmise on his 
part. 

By the tenth day she was somewhat improved, and on the 
twelfth very distinctly improved in all of her symptoms, except 
that now there occurred a sudden loss of power and fall of tem¬ 
perature in the right forearm with total loss of radial pulse. This 
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was accompanied by intense pain in the upper forearm, and by the 
next day there was loss of ulnar pulse. The hand gradually 
became discolored, fingers blue, and by the sixteenth there was 
distinct dry gangrene with a line of demarcation well shown. 
Her general condition fluctuated,—some days rather better than 
others,—there being a discharge of pus from the vagina until 
January 7, when there began an area of moisture around the 
upper edge of this heretofore dry gangrene. 

On January 9 she was given ether with oxygen and the arm 
amputated through its middle third by a circular flap. 

Recovery after amputation was very rapid. The wound 
healed throughout very promptly, save at the inner angle, where 
there was a superficial slough about an inch long by one-half 
inch wide. For some time she had intense pain in the nerves 
of the arm and complained of great cramp as it were in the 
amputated hand. She had one or two attacks of depression with 
very rapid and weak pulse, generally following some digestive 
disturbance; but with this exception her progress towards recov¬ 
ery was uneventful, and finally she returned home able to walk 
around with comfort and feeling quite well. 

Vaginal hysterectomy has always seemed to the speaker to 
be non-surgical, since much of the work has to be done in 
the dark, with great liability to local infection. This seemed 
to him a very suitable case for vaginal hysterectomy, for the 
uterus was hanging between the legs, and all of the manipulations 
could be done practically outside of the patient. If this condition 
of infection were due at all to the right ovary, which was sup¬ 
posed to be cystic, abdominal hysterectomy would have given an 
opportunity for perfect investigation and proper treatment of it. 
This complication might have arisen very readily before this, but 
he had been fortunate enough never to have met with such a 
condition. 

An examination of the arm after amputation showed a com¬ 
plete clogging of almost all of the vessels, and just above the 
elbow was quite a considerable abscess which had burrowed down 
towards the gangrenous area. 



